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Abstract 
As the focus of healthcare shifts toward the social determinants of health, more information about health 
disparities between different ethnic communities is needed. The Health Promoting Lifestyle Profile II (HPLP-
II) is an instrument that measures health promotion behavior across various cultural lines. This article 
describes the translation and validation of the HPLP-II from English to Armenian for the purpose of studying 
health promotion behavior among the hypertensive and normotensive Armenian American population and 
addressing health disparities among this community. Translating the HPLP-II required a multistep process to 
capture cultural linguistic adjustment. First, the researcher, a local bilingual professor, and a professional 
translation company each created a forward-translation. These three translations were combined by an editor 
to create one translation with the highest clarity. The researcher then submitted this translation to two 
bilingual community members for back-translation. A committee composed of the researcher, the community 
members, and a bilingual healthcare worker reviewed each back-translated item and adjusted those that lost 
their meanings. Another committee reviewed each item for clarity and consistency. The instrument was then 
given to five native speakers who were asked to read each question and verbally express what they understood 
it to be asking. After the researcher made adjustments based on this feedback, the instrument was given to a 
committee of nine bilingual experts, who reviewed each item and scored it.This multistep, iterative process 
resulted in an instrument with an item content validity index score of 0.90 (>0.78) and a scale content validity 
index of 0.96 (>0.90), and Cronbach’s  = 0.936, suggesting a high level of reliability. The HPLP-II can now 
be used in future studies regarding health promotion behavior among Armenian Americans. 
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Introduction 
As preventable disease rates continue to rise in the United States, public health efforts have shifted their focus 
to the social determinants of health (Koh, Piotrowski, Kumanyika, & Fielding, 2011). These include ethnicity, 
immigration and citizenship status, socioeconomic status, education, employment, family and social support, 
and community safety (Koh et al., 2011). In part, this approach is meant to eliminate health disparities seen 
among different ethnic and cultural communities (Koh et al., 2011). Atlhough more research is needed to 
understand why certain ethnic groups have a higher prevalence of preventable diseases, conducting this 
research requires reliable translations of instruments that are validated to measure various aspects of health 
across cultures.  
One such instrument is the Health Promoting Lifestyle Profile II (HPLP-II), which measures various 
dimensions of health promotion behaviors and is based on Nola Pender’s health promotion model (HPM; 
Walker, Sechrist, & Pender, 1995). The HPLP-II is composed of 52 items across six subscales. These subscales 
were designed to measure behaviors that were theorized as relevant to a health-promoting lifestyle: Spiritual 
Growth (i.e., developing optimal health by understanding the meaning, purpose, and goals in one's life; nine 
items), Interpersonal Relations (i.e., deeper relationships and open communication; nine items), Nutrition 
(i.e., healthy eating habits; nine items), Physical Activity (i.e., regular engagement in physical activity; eight 
items), Health Responsibility (i.e., an individual taking responsibility for their own health; nine items), and 
Stress Management (i.e., using one's own resources to relieve stress and anxiety; eight items; Walker et al., 
1995). Items are scored on a Likert-type scale for which 1 = never, 2 = sometimes, 3 = often, and 4 = 
routinely. The total score is determined by calculating the mean of the participant’s response to each subscale 
item, which allows for meaningful comparisons across subscales (Walker et al., 1995).  
The HPLP-II has been used across cultures and has been successfully translated into many languages, 
including Persian, Spanish, Japanese, Turkish, Portuguese, Chinese, and others (P. Sousa, Gaspar, Vaz, 
Gonzaga, & Dixe, 2015). The HPLP-II is a good general metric of health promotion behaviors because it is 
easy to use, brief, applicable across ages and cultures, and has already been validated in various cultures both 
within the United States and globally (P. Sousa et al., 2015). 
The HPLP-II was translated into Armenian with permission from the authors and validated for the purposes 
of a study regarding health promotion behavior among both hypertensive and normotensive Armenian 
Americans (Minasyan, 2017). Although the translated instrument was used to study hypertension in this 
population, it can also be used to study a variety of health disparities because it addresses behaviors across the 
spectrum of health promotion. Adapting this instrument from English to Armenian required not only a direct 
forward-translation but also a multistep process to capture cultural linguistic adjustment (Carlson, 2000; 
Mohamadian, Ghannaee, Kortdzanganeh, & Meihan, 2013; P. Sousa et al., 2015). This article describes the 
process of translating the instrument and checking the reliability and validity of the translation.  
Literature Review 
The theoretical basis for the HPLP-II is Nola Pender’s revised HPM (Pender, Murdaugh, & Parsons, 2015). 
The HPM does not use fear or intimidation to achieve health promotion behavior, but rather focuses on both 
the complexities of how individuals move through the world in regards to their personal health and well-being 
and how they act on and are acted upon by the environment (Pender et al., 2015; Tomey & Alligood, 2006). 
Pender's HPM was created and refined for use among vulnerable populations to capture data on groups that 
experience significant health disparities (Pender et al., 2015). Vulnerable populations include those who do 
not speak English, ethnic minority groups, and recent immigrants and refugees to the United States (Pender 
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et al., 2015). Though not all Armenian Americans are immigrants, refugees, or non-English speakers, they all 
belong to an ethnic minority and could therefore be subject to health disparities that affect the incidence, 
prevalence, mortality, and burden of disease among this community (Pender et al., 2015). Development of 
empowering health promotion programs is essential among vulnerable populations, and the building blocks 
of those programs are inherent in the HPM's approach. 
The HPLP-II has been used successfully across a variety of cultures and has been translated and validated in 
both short and long forms. The test–retest reliability of the HPLP-II has shown a score of 0.89, Cronbach's  
= 0.94, indicating very high levels of internal consistency (Walker et al., 1995). Several studies have 
successfully used a translation of the HPLP-II to study health promotion behavior in minority immigrant 
communities in the United States (Carlson, 2000; Minasyan, 2017; Sohng, Sohng, & Yeom, 2002; Tajik, 
Galvão, & Siqueira, 2010; Walker, Kerr, Pender, & Sechrist, 1990). The HPLP-II has also been translated and 
validated for the purposes of studying various populations within non-English speaking countries 
(Aghamolaei & Ghanbarnejad, 2015; Lee & Loke, 2005; Meihan & Chung-Ngok, 2011; Mohamadian et al., 
2013; P. Sousa et al., 2015; Teng, Yen, & Fetzer, 2010; Wei et al., 2000; Zeidi, Hajiagha, & Zeidi, 2012). The 
Persian version of the HPLP-II eliminated three items to achieve a fit index of 0.93 on the confirmatory factor 
analysis, and a Cronbach’s  of 0.92 for the whole questionnaire (Aghamolaei & Ghanbarnejad, 2015). The 
Chinese HPLP-II was validated by an expert panel after a multistep translation process and achieved a 
content validity index (CVI) of 1, indicating total agreement (Lee & Loke, 2005). The Taiwanese version of the 
HPLP-II omitted one item to achieve an acceptable confirmatory factor analysis of >0.7, and an acceptable 
Cronbach’s  of 0.73 (Meihan & Chung-Ngok, 2011). In the Farsi translation, a study was done to translate 
and validate a 34-question version, which had a cvi of >0.8 and a Cronbach’s  of 0.86 across all subscales 
(Mohamadian et al., 2013). All 52 items were retained for the Portuguese (European) version of the HPLP-II, 
which had a Cronbach’s  of 0.925 (P. Sousa et al., 2015). The Japanese version of the HPLP-II returned a 
Cronbach’s  of 0.93, and upon a 2-week retest, it scored 0.91 (Wei et al., 2000). It has been found that this 
instrument can be very successful across cultures, languages, and geographic locations when carefully 
translated and validated (P. Sousa et al., 2015).  
Forward-translation, that is, directly translating an instrument from one language to another, is not sufficient 
for creating culturally specific, valid translations (Carlson, 2000; P. Sousa et al., 2015). Creating a valid 
translation requires achieving equivalence across cultures in the realms of the semantic, conceptual, content, 
technical, and criterion (P. Sousa et al., 2015). Further, it is important that the results of both the original and 
translated versions of the instrument are considered equally valid; they cannot be considered equivalent if the 
results of one are seen as superior in quality to the results of the other (P. Sousa et al., 2015). Although the 
process of obtaining valid translations is time consuming and expensive, research done with instruments that 
are poorly translated cannot produce accurate and rigorous results (Carlson, 2000). Therefore, it is vital to the 
results of research using translated instruments that the translation process be taken as seriously and 
conducted as carefully as the rest of the data collection process (Carlson, 2000; P. Sousa et al., 2015). Finally, 
selection of translators is of specific importance (Carlson, 2000). Translators must not only understand both 
of the languages, but also both of the cultures involved in the instruments (Carlson, 2000). A commercial 
translation service is not usually adequate for a final product and should instead be used in conjunction with 
or replaced by an individual with experience in translation and with the two cultures (Carlson, 2000). These 
details were taken into consideration throughout the process of translation and validation of the HPLP-II 
from English to Armenian.  
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Translation Technique 
Translating and validating the HPLP-II was a multistep process that involved a variety of community and 
expert participants. Additionally, several steps were needed to create a translation that was both reliable and 
valid. After obtaining permission from the author to translate the HPLP-II from English to Armenian, the 
instrument was forward-translated by three separate translators: the researcher, a professional translation 
service, and a bilingual faculty member of a local community college. The researcher reviewed these three 
translations for clarity with the bilingual faculty member, then combined them into one, selecting for the 
clearest language. This working translation was submitted to an Armenian editor who ensured that the 
content was clear, well structured, and culturally appropriate.  
This translation was then given to two experts for back-translation into English. Neither of these experts has 
previous familiarity with the HPLP-II in any language. Both translators were native English speakers who 
learned Armenian later (Carlson, 2000). One translator had experience with health concepts as a registered 
nurse, and the other was familiar with colloquialisms and idiomatic English as a writer and editor for a 
national magazine. After each of these translators created their own back-translation, the researcher 
compared them to the original. Items that were unclear after back-translation were revised for clarity and 
accuracy.  
Once a consensus was reached on each item, the translation and back-translation were brought before a 
committee of four experts, including the researcher, a bilingual healthcare worker, and the two back-
translators from the previous step. This committee went over each question to ensure clarity, consistency, and 
translation. This committee revised the translation until consensus was reached on each of the 52 items. At 
this point, the instrument was given to five native Armenian speakers. Each of them was asked to read 
through each item and then to verbally express what the item was asking (Carlson, 2000; V. D. Sousa & 
Rojjanasrirat, 2011). This revealed any inconsistencies between the Armenian translation and the English 
original, where the verbally expressed item did not match the meaning of the original. As a result, small 
adjustments were made to the wording of any such questions, and a different native speaker would be asked 
to read the adjusted item and verbally express the meaning. When no inconsistencies remained, this step was 
considered complete. 
The final step of the translation was to achieve content equivalence validation by nine bilingual experts in the 
community. Each of these experts was fluent in English and Armenian and was not previously familiar with 
the HPLP-II. Each was asked to read through the entire survey in both Armenian and English and to then rate 
each question on a scale of 1 to 4, for which 1 = not equivalent, 2 = unable to assess equivalence, 3 = 
equivalent with minor alterations, and 4 = very equivalent and succinct (Carlson, 2000; V. D. Sousa & 
Rojjanasrirat, 2011). Their scores were evaluated in two ways—both by item and by the overall scale validity. 
The item CVI was assessed by the average score given by all experts, and the average was 0.90, which was 
greater than or equal to the threshold of 0.78 (Carlson, 2000; V. D. Sousa & Rojjanasrirat, 2011). The scale 
CVI was assessed by averaging all of the responses, and was 0.96, which was greater than or equal to the 
threshold of 0.90 (Carlson, 2000; V. D. Sousa & Rojjanasrirat, 2011). No individual items were removed, as 
none fell below an item CVI score of 0.78 (Lynn, 1986). Finally, the translation was tested for internal 
consistency using Cronbach's , which returned a score of 0.936, reflecting a high level of internal 
consistency. 
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Discussion 
Health promotion behavior is an important aspect of the morbidity and mortality of any group and gives 
researchers vital information about the basis of any health disparities (Pender et al., 2015). Socioeconomic 
barriers have historically created difficulties in research and outreach toward vulnerable populations, 
including immigrants and racial and ethnic minorities (Koh et al., 2011). To create and foster social change, it 
is vital to overcome the barriers and bring targeted, culturally specific healthcare to these groups (Pender et 
al., 2015). The lack of health literacy among vulnerable populations has been associated with worse health 
status, poorer health knowledge, increased hospitalization, and decreased participation in preventative 
activities (Pender et al., 2015). Conversely, greater health literacy can result in medical and health decisions 
that create better health outcomes (Pender et al., 2015). The economic burden of health disparities has been 
estimated at $1.24 trillion; if proper health promotion education was provided to these communities along 
with preventative healthcare, it is likely that this economic burden could be relieved, at least in part (Pender et 
al., 2015). Without data, it is impossible to know how to effectively target and assist vulnerable populations.  
Creating an Armenian version of the HPLP-II was vital to research on the health promotion behavior of 
hypertensive and normotensive Armenian Americans. This translation can be used for any study that seeks to 
understand the impact of health promotion behavior on any related phenomenon in the Armenian 
community. This translation was generated both to make the HPLP-II available to researchers working with 
Armenian-speaking communities and to provide a tool that can be used in conjunction with acculturation 
scales for comparative studies across the diaspora. The psychometric properties of the Armenian HPLP-II 
were satisfactory, showing that it could be used reliably in Armenian-speaking populations living in the 
United States. Although some studies (Aghmolaei & Ghanbarnejad, 2015; Mohamadian et al., 2013; Teng et 
al., 2010) have shown a diminished reliability for the full 52-item instrument in non-Western cultures, and 
have thus removed various items, this study did not find evidence of this. Therefore, all 52 items were kept. 
More research is needed to assess the translation’s reliability for Armenian-speaking Armenians.  
Conclusion 
This translation was conducted as part of a study regarding the health promotion behavior of Armenian 
Americans who are both hypertensive and normotensive. However, the translated HPLP-II will be useful for 
any study regarding the health of the Armenian-speaking population. As the HPLP-II continues to be 
translated across cultures and languages, it will become a vital tool for those engaging with minority 
communities in the United States, as well as researchers worldwide.  
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